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Introduction: Effective implementation of strategies to promote health and prevent noncommunicable illnesses requires a profound understanding of the interaction between the individual and society. This study brings to health research the consideration of psychosocial factors that influence the maintenance and change of health behaviors and conduct. From a primary care perspective, it is crucial to propose a biopsychosocial approach for the development of health promotion and self-care programs that embrace personal aptitudes as a relevant individual aspect.

Objectives: To explore experiences related to personal aptitudes and personality traits that influence health behaviors and conduct, taking into account the social determinants of health, through a thematic analysis based on the capability-opportunity-motivation and behavior (COM-B) system.

Methods and analysis: This qualitative research is carried out from a descriptive phenomenological perspective, based on 17 focus groups in which 156 people participated. Inductive and deductive analysis techniques were used following Lincoln and Guba’s criteria of methodological rigor. In addition to 7 different triangulations of analysts, 6 main categories were identified based on the COM-B system: psychological capacity, physical capacity, physical opportunity, social opportunity, reflective motivation, and automatic motivation. The importance of considering these factors to promote healthy behaviors was stressed.

Discussion: This study examined how personal experiences related personal aptitudes and personality traits influence health behaviors and conduct in Spain. It was found that personality traits such as health literacy, self-efficacy, activation, and self-determination can influence the adoption of healthy behaviors. Likewise, the need for control, overthinking, and ambivalence made it impossible. Furthermore, social determinants of health and interpersonal relationships also play an important role.

Trial registration: ClinicalTrials.gov, NCT04386135. Registered on April 30, 2020
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1 Introduction

In the context of health, the complex dynamics of human behavior include both conscious actions and deeper, often subconscious, patterns of behavior. The term “Health Behavior” refers to the conscious actions that people take to promote or maintain their health, such as following a balanced diet or exercising regularly (1). On the other hand, the term “health conduct” includes a broader range of actions and behaviors, including aspects that may be conscious or unconscious, shaped by cultural, social and environmental factors. This may involve ingrained habits, social norms, or responses to external stimuli that affect health outcomes (2). In this study, we adopt a holistic approach, exploring the intertwined nature of “health behaviors and conduct,” recognizing their complex interaction with other influential dimensions internal to individuals, such as their personal aptitudes and personality traits. To understand how personal aptitudes influence health behaviors and conduct, we must first review the theories that underpin this assumption. Albert Bandura’s social cognitive theory emphasizes the role of self-efficacy and observational learning in shaping health behaviors and conduct, emphasizing the importance of personal aptitudes and environmental factors (3). Bandura postulates that people with a greater ability to adequately handle difficulties with a task or purpose (self-efficacy) are more likely to adopt and maintain health behaviors and conduct (4). Similarly, Irwin M. Rosenstock’s health belief model postulates that personality traits with greater susceptibility or severity create barriers that affect the use of health services (5). Rosenstock was one of the first to consider how personal aptitudes might influence health outcomes; however, his work was not closely related to health behaviors and conduct. Finally, Walter Mischel’s personality theory emphasizes the importance of differences in personal aptitudes and situational factors in predicting behavior (6). Mischel argued that aptitudes, together with motivational ability, were indispensable for acquiring and adapting to any health behaviors and conduct.

Understanding health behaviors and conduct is a complex task since they are influenced by a variety of factors, such as personal characteristics, mental health, and the social, environmental, and cultural contexts in which people live (7, 8). Personal and labor liabilities, socialization, care work, and labor overcharge, may significantly influence people’s health behaviors and conduct; therefore, a biopsychosocial focus seems to promise better results in health promotion programs and the population’s self-care (9). It has been identified little evidence about personal aptitudes influence on people’s health behaviors and conduct (10). For instance, a person with a higher level of self-control and personal health literacy may be able to maintain a healthy diet and a regular exercise regime (11). Likewise, people with a personality trait such as openness to experience or empathy may be more likely to participate in programs of preventive health, such as getting vaccinated, because they understand and value the impact that those behaviors could have on the health of others (12). A research study in Spain carried out by Armon, G., and Toker, S., examines how personality traits contribute to health behaviors and concludes that people with higher levels of responsibility and kindness take better care of their health. However, those with high levels of neuroticism tend to neglect aspects such as nutrition and physical exercise, and are more susceptible to the consumption of harmful substances (13). According to the World Health Organization, developing and strengthening personal abilities could be crucial to the development of a better health state among the population and to facilitating individual decision-making in health care (14). Successively, personal capabilities and health behaviors and conduct are conditioned by social determinants of health, which represent between 30 and 55% of health state results (15). Hence, they should be considered when it is intended to make efforts about knowledge and the promotion of personal aptitudes that foster or are related to positive conduct in health care in order to improve the adoption of healthy lifestyles and quality of life, just as the objectives of sustainable development dictate (16). Although social determinants in health may be fundamental to unraveling social and personal dynamics, these ones may be interrelated with external and internal factors with as many possible variables as branches of science itself (17–19). Thus, it is important to set study parameters in health determinants, such as social context, that can influence in factors like access to healthcare services, the availability of healthy food, life and work conditions (20), and people’s socioeconomic context that may influence access to these resources (21).

Behavioral science seeks to understand the psychological, biological, social, and environmental factors that influence behavior (5). According to health and social psychology, health behavior and illness are determined by aptitudes, beliefs, experiences, coping mechanisms, motivations, and attributions. The aforementioned results from social interaction, which may be reflected in the influence of experiences on risky behaviors. For example, a person who grows up in an environment where smoking is common and socially accepted may develop the belief that smoking is normal despite the health risks involved (22). These phenomena are accompanied by little-studied circumstances, such as the role of the family group in the promotion of individual health habits (23). And others are more widely studied, such as the socio-cultural factor, which determines the concept of health itself. For instance, the effect of social exclusion on the use of health services for certain marginalized groups (24). And the role of health literacy in experiences about health behaviors, which is rarely focused on the development of positive personal aptitudes (25).

Due to the lack of evidence to guide interventions related to personal aptitudes and personality traits that promote healthy behaviors among the population, we can appeal to the principles of behavioral change to generate ideas and strategies that promote positive health behaviors. Moreover, that helps us to intertwine the little-known dynamic between them (26). For instance, the capability-opportunity-motivation-behavior (COM-B) system identifies three factors that must be present for a behavior to occur: capability, opportunity, and motivation (27). Capability refers to the physical and mental capacity of an individual to participate in an activity. That includes the required knowledge and abilities to carry out a behavior (28). Opportunities are external factors that make behavior possible. This may include physical factors, like time and place, and social factors, like cultural norms and social signals. And motivation refers to conscious and unconscious cognitive processes that guide and motivate behavior (28). For instance, a study by the Department of Behavioral and Health Science in London, implementing the COM-B system, investigates conditions such as capability, opportunity, and motivational processes that increase personal protection behavior during the isolation phase of COVID-19 and analyzes personality traits such as agreeableness and conscientiousness. Furthermore, aiming to implement a program to decrease contagion (29). Another research study uses the COM-B system to improve adherence to self-care recommendations for heart failure. It also develops a theory-based intervention that demonstrates the need to include changes in health literacy and social support behaviors in the studied population (30). These studies make it more interesting to inquire about which behavioral techniques are implemented to improve the population’s prevention and self-care behaviors. Additionally, this type of system is a framework widely used to determine better strategies for behavioral change interventions to be effective. As illustrated in a research conducted on women with gestational diabetes, after applying the COM-B system, it included the positioning of parent counselors, a diabetes nurse, and the integration of a post-partum monitoring phase in a prevention program, improving their results (31). Other studies demonstrate how the COM-B system can be applied to develop interventions for behavioral change based on the theory and as evidence to improve self-care and chronic health conditions, as well as to comprehend how people’s health literacy levels influence their health behaviors and conduct (32).

Studying and analyzing the different behavioral systems and social health determinants altogether provides a complete insight into health outcomes and the quality of life of the population. Deepening the relationship between personal aptitudes (the ability, innate capability, or acquired capability that a person has to perform certain tasks or activities) and personality traits (enduring characteristics that describe a person’s consistent behavior) that influence health behaviors and conduct, taking into account individual characteristics as well as social and cultural contexts. Hence, the aim of this research study is to explore experiences related to personal aptitudes and personality traits that influence health behaviors and conduct, taking into account the social determinants of health, through a thematic analysis based on the capability-opportunity-motivation and behavior (COM-B) system.



2 Materials and methods


2.1 Study design

The study employed descriptive phenomenology, rooted in the philosophical tradition of Husserl, to examine and understand participants’ human experiences (33). This descriptive phenomenological research immersed itself in the specific details of the participants’ experiences, engaging in the exploration of a phenomenon through the meanings attributed by the participants (34). This approach was chosen because of its suitability for exploring the essence of lived experiences in relation to health behaviors and conduct (35). Although we adopted the subjective experience approach characteristic of descriptive phenomenology, which refrains from prior assumptions and focuses on people’s actual experiences (36), we acknowledge that we employed certain analytic approaches aligned with a more positivist paradigm, such as double coding in the two types of analysis. These deviations are justified by our goal of describing participants’ experiences in relation to our research questions, and by our approach to initial thematic analysis results, which falls between positivist and subjectivist orientations, as suggested by Braun and Clarke (37). These are further detailed in our data analysis section.



2.2 Environment

This study was part of a mixed-methods project called DESVELA Cohort, and the results presented here correspond to the qualitative phase. All details were described in the published protocols (38, 39). This study was conducted on primary care and health promotion during the period 2021–2023 in different Primary Health Care Centers in Spain from 8 Autonomous Communities (AACC; Catalonia, Euskadi, Castilla y León, Aragón, Galicia, Balearic Islands, Castilla la Mancha, and Andalusia).



2.3 Sampling

The power of the sample in this qualitative research did not depend on the size but rather on the representativeness of the discourse. This was the result of the combination of homogeneity and heterogeneity criteria and reflected maximum diversity and discursive plurality in relation to the phenomenon studied (Table 1) (40, 41).



TABLE 1 Sociodemographic data of focus group participants.
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Homogeneity criteria:

Determined by AACC and rural and urban population.

Heterogeneity criteria:

• Gender (sex at birth).

• Health status determined by the question, “How is your general health?”

• Income level determined by the question, “What is the approximate monthly income of your household?”

• Education level determined by the question, “What is your level of education?”

Other variables of the item without studies and others were cannot read or write. No studies, but can read and write.

In each CCAA, at least two Focus Groups (FG) were established in both rural and urban areas. Each CCAA selected the participants, taking into account heterogeneity and homogeneity criteria within the sample, and finally, a total of 17 FGs were formed, with an average of 10 participants per FG.



2.4 Participants and recruitment

Participants were invited to join in the FGs during the quantitative phase by means of a written request in the form of an informed consent. Subsequently, by telephone invitation, they were provided with detailed information on the purpose and conditions for participating in the qualitative study, as well as their right to withdraw at any time.

A total of 2.135 people expressed interest in being interviewed. A protocol was established to contact by telephone an average of 20–25 people for each CCAA. A total of approximately 340 people were invited to the FGs; the rest of those invited did not attend due to not being able to coordinate the itinerary, some because they were in charge of taking care of minors, and others due to a lack of time. Finally, 156 people were interviewed, forming 17 FGs. Participants had a range of 40 years of age and a standard deviation of 11.68; 86 were women and 70 were men (Table 1).



2.5 Information generation techniques

The study was based on FG, which involved the participation of several people in a single group interview (41) (Supplementary material 1). As part of the objective of a FG, we fostered interaction by sharing experiences and creating synergy among the participants through an interactive format composed of 3 dynamics that sought to encourage participation and avoid biases like social desirability.

The 17 FGs were video and audio recorded, and literal transcription was made. They were conducted in a relaxed and free-expression environment in an accessible and conformable place that allowed for an adequate time of approximately 90 min. A person with previous experience and/or training moderated participants’ dynamics during the FGs. In addition, another person observed the process and took field notes, providing support for her. Most moderators and observers of the FGs were women.

Several questions about health status, activation, and health literacy were asked (38). In order to execute the three dynamics, it was followed the Thematic Script of the Focus Group (TSFG) (38). The first written dynamic of personality traits: this dynamic was carried out with the aim that participants could anonymously describe their main personality traits and share an experience related to them that influenced in some way their health decision-making. The second dynamic of associative images was carried out with the intention of encouraging participation by means of an immediate reaction to images that were related to health behaviors and quality of life. These images facilitated discussion because they were created with the intention of showing the two extremes of health behaviors and conduct (healthy and unhealthy). The third dynamic of classification consisted of the interpretation and classification of images associated with healthy behaviors, which allowed us to know the importance that participants attribute to health behaviors and healthy habits, increasing the reflexivity of the discourse.



2.6 Data analysis

Two types of analysis were used to analyze the data. First, an inductive analysis with Colaizzi’s method was executed on 8 of the transcriptions of the study, with the aim of starting the triangulation of data with the other CCAA (42). The steps carried out were: (a) a general idea was obtained from each transcription by listening to the audios, watching the videos, and reading and rereading the transcripts. (b) Significant quotes were extracted, and a unit of meaning or representative code was assigned to each quote. (c) A formulation of general meanings was done. (d) Formulated meanings were organized into categories and subcategories. (e) The triangulation of analysts was initiated to discuss the emerging codes and categories. Here, each analyst previously carried out the steps (a–d) of the same material transcript chosen for the triangulation (Supplementary material 1.1). A second deductive or abductive analysis with the remaining nine transcripts using the Braun and Clarke method (37).

The executed steps were: (a) by reviewing, reading, and rereading, a category familiarization of the existent categories was created as a result of the first analysis in the 8 triangulations carried out previously. (b) An initial reading of the interviews was conducted, keeping in mind the existing categories and the units of meaning or codes linked to each category and subcategory. (c) A systematic coding was performed, extracting quotations that were related to the categories using the ATLAS.ti program (43). (d) The categories resulting from the inductive and deductive analyses were compared. (e) A thematic analysis based on the COM-B system was performed with the objective of organizing the categories resulting from the two analyses. Then the results were interpreted to find how the categories were related to the research objectives. (f) In order to report the results, by selecting the most illustrative quotes and the most eloquent categories, the research report was written. Saturation was achieved in terms of sufficiency thanks to the fact that a theoretical sampling was carried out that allowed enough data to develop a rich and detailed understanding of the study phenomenon. Through double codification and seven triangulations of the seven CCAAs performed, the results were verified. Equally, co-occurrence analysis with the most significant codes shows several codes with greater rootedness (44).



2.7 Rigor

The methodological rigor criteria of Lincoln and Guba (45) were followed. The credibility of the study researchers was ensured through their participation in the project of a multidisciplinary team from the Fundació Institut Universitari per a la recerca a l’Atenció Primaria de Salut Jordi Gol I Gurina and the credibility of the study were achieved thanks to an exhaustive work of several triangulations between researchers. By creating a detailed description of the discourses of participants and the study context, the transferability of the research was guaranteed. It was explained and justified in detail by the study method in compliance with dependability.

Moreover, a pilot test was performed following the TSFG; this pilot test was video recorded and shared with the other team members and those responsible for conducting the FGs. The pilot test demonstrated that the written and visual dynamics helped to encourage participation in the FG and avoid social desirability bias. The results were returned to participants as part of the transparency and rigor of the study, and the investigators have demonstrated honesty throughout the research process. This article fulfilled the standards for reporting qualitative research and also strictly followed the recommendations of the Consolidated Criteria for Reporting Qualitative Research (COREQ) (46) (Supplementary material 1).




3 Results

As a result of the inductive and deductive analysis processes, along with analyst triangulations, 6 main categories were developed. All of this is based on the COM-B system. 1. Psychological Capacity: The Mental and Emotional Adjustment to Achieving Self-Management and Psychological Resilience; 2. Physical Capacity: Between Movement and Limitations: Contrasting voices in different Realities; 3. Physical Opportunity: Addressing the Challenges of Accessibility to Resources for Maintaining Health; 4. Social Opportunity: Balancing Social and Personal Dynamics: A Reflection on Health and Relationships; 5. Reflective Motivation: Adaptation to Illness and Conscious and Planned Self-Care; 6. Automatic Motivation: Instinctive Impulses and Habits: Personal Aptitudes and Desires for Individual Balance (Table 2; Figure 1; Supplementary material 1.2).



TABLE 2 Categories and main codes, extracted from the research according to the capability-opportunity-motivation-behavior (COM-B) system.
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FIGURE 1
 Summary of the resulting categories according to the capability-opportunity-motivation-behavior (COM-B) system, the codes with the highest rootedness (number of citations that have been coded by that code), and their relationships with each other. *Meaning of the Relationships: Contributes to (→), it is part of ([]), is associated with (═ ═), is cause of (═ ›), it is property of (*}), contradicts (‹›).



3.1 Psychological capacity: the mental and emotional adjustment to achieving self-management and psychological resilience

In this category, the discourses reflected the psychological and mental capacities that the participants used to adopt and maintain healthy behaviors, such as resilience, self-efficacy, self-determination, and critical thinking employed for proper health literacy. Furthermore, the challenges they faced while trying to implement these behaviors, such as managing depression, and the internal struggle in the face of change. Having the ability to manage problems was described as a criterion that could help in the adoption of some healthy habits like exercising and balanced eating. Resilience, positivity, assertiveness, rationality, and temperance were mentioned as coping tools by most of the participants who had serious health issues that prevented them from practicing healthier behaviors. Furthermore, they recognized that some aspects of their personalities, like being nervous and demanding at the same time, could cause anxiety or depression.


You do not choose your health status, but you do choose how to face it. You can be happy, if you have a positive aptitude and do not give up no matter how bad the situation is. You will surely be happier. [Rural FG in Catalonia].
 

Participants discussed the internal struggle between wanting to change and resisting it; some participants addressed this as an internal conflict experienced when trying to change habits but falling to do so. Most of the participants declared having the mental capacity and the motivation to implement healthier health behaviors and conduct but, in the end, not doing so. In addition, they cited a lack of willpower as the cause of this outcome and, in other cases, as a necessary criterion for quitting smoking and drinking alcohol.


Let us see… I can understand that tobacco is bad, that alcohol is bad, and that everything in excess is bad. Now, if all of our lives we are in the phase of: do not eat this for cholesterol, do not eat that for sugar. I ask myself, What are you doing in this world? You have to do something! Because there comes a time when you say, What do I do? There is a proverb that says: “Whoever that neither smokes nor drinks wine is led by the devil in another way.” So you have to do something! [Urban FG in Galicia].
 

Participants mentioned being conscious of how certain aspects of the personality affected their mental health. Aspects such as the need for control and overthinking were rated as negative personality traits that led to episodes of stress. However, they were mostly optimistic and declared having the capacity to manage negative emotions and maintain emotional adjustment. Even in the case of some participants with a diagnosis of schizophrenia or bipolar disorder, personality traits like being organized were manifested in time management and planning abilities to include health behaviors and conduct in their daily routine. Some participants were more open to performing activities they considered important to motivate them to improve their levels of activation, such as meditation and other activities related to sociability, creativity, and sports. In short, participants who declared themselves to be more extroverted and sociable were more open to doing this type of task, whereas other participants described themselves as more introverted and not very participative in these activities. Additionally, some mentioned personal aptitudes that they considered barriers to maintaining a more sociable lifestyle, such as being stubborn [“having little listening to the opinions of others”]. One of the participants confessed that he was sure that such a way of being made his daily activities more difficult. He expressed his desire for change and considered that a change of aptitude would bring him well-being.


I always think that happiness is not a state but rather an aptitude, and I believe that it influences everything at all levels. Our emotional state, well, it is more than studied; it affects all our points of health status. I mean that I believe that how we take life will affect us emotionally and in terms of our health. [Urban FG in Andalusia].
 



3.2 Physical capacity: between movement and limitations: contrasting voices in different realities

This category brought together the different experiences of participants in relation to their physical capacities to perform sports or movement activities, as well as the physical limitations of some participants as a consequence of chronic health issues or the perception of physical changes over time. In the same way, participants’ physical environment could influence, for instance, whether living in a rural area influenced the amount of physical activity they did or the excessive work conditions that led to a lack of time for regular physical activity. As well, opinions were expressed about taking physical activities to extremes. Most of the participants commented that an obsession with physical activity and appearance exists currently, especially among young people. One of the participants explained her experience with how her discipline led her to demand more physical activity from her body than it could tolerate.


My perfectionist and disciplined way of being leads me to demand more physical activity from my body than my body often needs and can tolerate. I often somatize from this excessive activity in my body, and I am not able to take a break until my body warns me. [dynamics (WD)/Urban FG in Andalusia].
 

Some participants commented on their preferences to practice physical activities such as pilates or yoga, among the most common ones, which were also related to the proper maintenance of mental health. They also included exercise, weight lifting, and walking in their routines and declared enjoying outdoor activities, mainly those living in rural zones who practiced activities such as mountaineering, hiking, and meeting more frequently to practice sports or even keep moving with field work. While those living in urban areas mentioned a lack of time or motivation to do so, they recognized the benefits of doing sports and wanting to improve their physical condition. Other participants noted a change in their level of physical activity over time. They noticed that before, they used to move more than now, and they perceived it as difficult to find the time or the willingness to do sports. One of the participants mentioned that having a dog at home created a need to increase his physical activity by having to take walks with his pet.


With age, we lose something that is natural, and that is flexibility and elasticity. Of course, when you regain that, you become young again. You become young again, because, of course, I have right now the flexibility I had when I was 30 years old. Because those of us who have done sports and have not practiced much stretching, which is one of the things that is practiced a lot in yoga, get shorter with our muscles. [Urban FG in Andalusia].
 

Many participants talked about their physical limitations, which prevented them from being more active, such as walking more, climbing hills, planting vegetables, dancing, and doing more things around the house, including enjoying some hobbies. Other participants mentioned having health problems, such as osteoarthritis and hernias, that impeded them from doing certain basic activities they enjoyed, but in general, they felt good. For the participants, being able to move around was key to their lives. Some who suffered a partial loss of mobility were satisfied with the possibility of being alive for many years to come. And others, despite not having physical difficulties or mobility problems, acknowledged that they did not engage in any physical activity out of lack of interest, laziness, or the excessive demands of their work. Not only working conditions but also workaholism by choice was recognized as a factor that prevented them from engaging in regular physical activity.


It depends on the volume of work, but it also depends on the physical activity. Then I do everything wrong; if I have to do something from work, I put one thing before another, and in the end, when I realize it, I have messed up at the end. So, I see work addiction as a difficulty. [Urban FG in Andalucía].
 



3.3 Physical opportunity: addressing the challenges of accessibility to resources for maintaining health

This category reflected the role of social determinants of health that were present in participants’ discourses. Such as experiences related to physical or material structures or resources in participants’ environment that had an impact on their healthy behaviors. Aspects such as the service in the healthcare system, the material resources available to guarantee food security, and the financial resources of the immediate physical environment. Their speeches expressed frustration at the lack of access to services they considered basic in primary care. Some criticized the inefficiency of emergency services and presented a general discontent with doctor-patient treatment, with an emphasis on psychological care.

They discussed the lack of accessibility to psychological services in the healthcare system and addressed the need for more mental health professionals and the need to improve mental health care in emergency services. One of the participants reported being on the verge of suicide at the time he asked his family doctor, but finally he had to pay for private psychological services due to the long wait for treatment. Several participants agreed on the difficulty of accessing psychologists through social security and the need to invest a lot of money in private treatment. In addition, a lack of friendly service from mental health professionals and the need for face-to-face medical appointments were mentioned.


My current health state is bad. Bad, I am going through depression [the person seems a little bit down], and because of that, I asked you why there are not psychologists in the social security system. I have been in psychiatric treatment, and I asked the psychiatrist. Now, am I going to be sent to the psychologist? And she says no, and I ask, why? And she says, because there is none. That was the answer. Sure, nowadays, I know from my son’s experience that going to the psychologist is very expensive. And I do not understand why. But well. [Rural FG in Basque Country].
 

Despite the general dissatisfaction, most of the participants emphasized the need for follow-up appointments, check-ups, and analysis by health professionals for the maintenance of proper health. For example, some people commented that they followed diets with nutritionists to lose weight, obtaining mostly good results. It emphasized the importance of prevention and the assessment of medical professionals in other fields. Some mentioned the lack of alternative treatment options, such as yoga or massages, and the lack of information on healthy habits offered in primary care. Other participants were very concerned about not having sufficient financial resources to have the opportunity to change their habits. One of the participants declared that despite working long hours for many years, he has not been able to manage his financial resources to strengthen his home and live peacefully.


Sometimes I am very negative; apart from health, the thing that makes my life difficult is the financial status because I live in rented housing. [Urban FG in Castile and Leon].
 

They also shared experiences related to food security, regarding concerns about food quality and prices. They mentioned the importance of healthy eating and the lack of time to prepare more elaborate and healthy food. Opinions on food prices were mentioned, with views aimed at comparing the opportunity to acquire food some years ago and now; they commented that currently healthy food is more expensive and difficult to access. In this regard, they expressed their opinion on how eating habits have changed, emphasizing the fact that food is more can-directed and preserved than homemade. Some participants commented that they considered eating home-grown food a better option. One of the participants gave his opinion on sugar consumption and mentioned the addition of sugar in many regular-consumption products, which he considered a controversy around healthy eating. Some participants stated that their family doctors have never forbidden them sugar, and for this reason, they did not consider it harmful to their health. They also mentioned their concern about an increase in illnesses, some of which were related to the quality of the current food. Most participants agreed with the current difficulty of finding good-quality food products at affordable prices.


Now food is of less quality, our physical wear and tear is also less, and in the end all comes down to time: you get home after working the whole day and you do not mind frying some croquettes and having a salad, rather than make a good meal like those they used to prepare in the past. [Urban FG in Catalonia].
 



3.4 Social opportunity: balancing social and personal dynamics: a reflection on health and relationships

This category included conditioning factors of the participants’ system of environment that had an impact on their healthy behaviors. Aspects such as cultural norms or social influences and pressures. For example, for participants, gender role experiences had an impact on the sexual division of work. Interpersonal relationships influenced palliative care for chronically ill participants, and some participants opined about the influence of media and social networks on their lifestyles.

Experiences about gender roles were mentioned mostly by participants who had experience with caregiving work with children or family caregivers. They reported how their dedication to their loved ones took time away from self-care activities such as medical check-ups or engaging in healthy behaviors like physical activity and socializing. This situation was described by some of the participants as very hard and exhausting, and some confessed that caregiving work generated constant stress and emotional pressure; however, they all agreed that the situation had no option for change due to the feeling of liability toward their children or relatives they take care of.


But well, to improve my health status, I need my children to grow up a little bit and not be that demanding, well! Me, about exercising, well yeah, it is true that I could do something more, but well, I am currently implementing it in my life because before I did not do anything. I mean, since my children were born I have not done it, that is to say; I did things for them, but I did not do things for me. [Rural FG in Cuenca].
 

They shared different experiences with their interpersonal relationships. But generally speaking, they concluded that problems with people in their close environment were emotionally and, in some cases, physically affecting, with some participants describing such situations as experiences with “toxic people.” Generally, discussions about the family led to more references to childcare and parenting models; the biggest challenges were managing caregiving responsibilities and shared concerns about ensuring a good future for their children. Some participants admitted to having difficulty relating socially as a result of suffering from a chronic illness, while others relied on their family or friends to find motivation in relation to caring for their illness. One of the participants stated that after confinement, they continued to feel a decrease in their social gatherings. Others expressed a sense of fear of returning to their encounters to go hiking or meet with friends and perceived that this caused a negative emotional impact and a decrease in their physical activity.


In my life, there have been negative people, relatives, and the best I could have done was end the relationship. During…30 years, I have lived with the “oh, oh, oh” [expression of emotional pain], and at the end, I said, it is over! And it is the best I have done, even if it hurts, even when is a very close person. But at the end, it is better to put an end to the relationship with those negative people because they bring you emotional problems. [Urban FG in Andalusia].
 

Gender roles continued to be part of the discussion, accompanied by experiences about themselves, their lifestyles, and their personal decisions. Some men, for instance, described themselves as “family providers and protectors,” to the extent that their only priority was to work for their families, and although they were aware of the need to take care of their own health and to attend regular medical controls, they stated that they did not set aside the time to do so. On the other hand, they discussed issues such as conflicts and a lack of communication within the couple, which they always attributed to causing low self-esteem, stress, and difficulty in achieving family reconciliation, even to the point where they declared that this affected their physical health.


If you have an argument with a person or with your couple, I find myself emotionally unwell… It lowers my self-esteem; it lowers my defenses… It renders me more… I do not know, to think that I am not well! … Okay, psychologically, I am not well. And physically, it has an influence on me because when I have an argument with a person, personally, I think about it a lot. I mean, yes I leave too much room for it in my head and my defenses are immediately lowered. And, I am already sick after two days, or I have angina. The thing is, I somatized myself a lot. So, at the end, yeah, yeah, I find myself unwell. [Rural FG in Basque Country].
 



3.5 Reflective motivation: adaptation to illness and conscious and planned self-care

This category described participants’ perspectives on factors that involved planned thought processes and self-evaluation that prompted them to engage in certain health behaviors and conduct, such as the importance of adapting their routines to their individual needs and evaluation habits related to health literacy. Moreover, the diversity of perspectives on what was critical to each of the participants as it related to their lifestyle habits. And some experiences about adapting to chronic illness through self-determination.


I am a little bit hypochondriac about topics related to illnesses; you start searching through the internet and everything that appears, it happens to me, it gets me (expression to say that that stays in his thoughts). [Rural FG in Aragon].
 

Participants reflected on the most important habits in their lives, emphasizing the importance of rest and nutrition, while some mentioned wellness activities, such as having time to relax and sunbathe. Personal hygiene and physical activity were mentioned as less important. In general, each person had his or her own priorities; nonetheless, they always emphasized what made them happiest. For some participants, the most important aspects of their lives were having a good family relationship, social life, and personal relationships. In addition, they mentioned some personal aptitudes that led them to adapt more easily to their routines, such as self-efficacy and activation.


I am a very active person, and I always think about doing things. I always think that I have to do this and that, and I believe that that helps me to always be moving. [Rural FG in the Balearic Islands].
 

Most of the participants reported going through very complicated health experiences, and others found themselves managing chronic illnesses for many years. In most cases, the participants have managed to adapt to the illness successfully to have a better quality of life. Some faced illness or the loss of a close family member. More than one participant mentioned that they were affected by a stroke, but they made an effort to keep busy with various activities, which helped them to maintain a positive aptitude. They learn to manage pain and sleep better. Even those who had a negative perception of their health status were generally optimistic about their recovery and progress. They reflected on self-awareness and their relationship to their own health, such as the importance of listening to their bodies and applying individually tailored health advice. Some participants described themselves as obsessed with their current lifestyles (vegan eating, high-performance sports), but allowing themselves to bend the rules from time to time.


After an illness diagnosis with a poor prognosis, thanks to aptitude, curiosity to search, and perseverance, I got to know and obtain the best possible help and to be balanced with my emotional part. The rest did not depend on me. [Rural FG in Catalonia].
 

Participants showed interest in consulting for information on integrative medicine and healthy eating. However, some were not very confident when relying on the information from the internet and felt that not all of it was accurate. Some participants planned activities that they considered emotionally and physically beneficial, such as practicing a physical activity every day (yoga, pilates). Many topics related to priorities in daily life and in life in general were discussed, such as finding a balance between enjoying exercise and relaxing on the couch. They valued illness prevention and related it to the ability to be responsible and stay well informed to make better health decisions.


The Internet is such a thing… From the internet, I do not believe that much. Before you went to the library and got a book and checked the information, now everything is easier. [Rural FG in Galicia].
 



3.6 Automatic motivation: instinctive impulses and habits: personal aptitudes and desires for individual balance

This category involved the instinctive processes associated with the desires and needs that drove the participants’ health behaviors. They talked about their motivations related to the drive for change. In some cases, this impulse arose from the example of a role model, in others from the advice or accompaniment of family or friends, and finally from the participants’ own self-determination to change.

For the participants who had experienced smoking cessation and excessive alcohol consumption, the need for family companionship was present, so their speeches reflected the importance of love, patience, and dedication in personal relationships and emphasized the relevance of keeping themselves happy every day to continue with the desire to not relapse. Some mentioned the feeling of urgency to be socially accepted, reflected in the experience of going so far as to drink or smoke just because of the need to fit in. Most participants were interested in sociability, in some cases stating that their social side was their motivating factor in maintaining good habits. Nonetheless, some experienced sociability from a negative perspective, surrounding themselves with people who raised concerns or increased personal problems. Some proximate influences related to healthy decision-making are also mentioned. For one, there was a need to please the family by cooking dishes that contained more hydrogenated fats, despite the desire to consume other types of food.


I have not smoked for 22 years. Okay, I was a social smoker; I have to acknowledge it. Every weekend, two packs, every day, so, for example, I respect that others… although I do not mind if the smoke affects me, okay? [Rural FG in Basque Country].
 

All of the participants described themselves, and some found a relationship between their personal aptitudes and their level of motivation to change. For example, some participants shared that they constantly suffered from feelings of worry and distress and that this did not allow them to go about their day-to-day lives as planned. These experiences were mostly related to problems with sleep habits and enjoyment of free time. In the first case, participants commented that overthinking led them to not being able to sleep enough or not having an optimal rest to start the routine, and in the second case, not being able to have free time to enjoy leisure or relaxation activities was linked to wanting to control everything. The need for control in all cases was an experience that led to nervousness and anxiety. Others showed an introverted personality that led them not to attend the doctor’s office because of embarrassment.


Being a perfectionist makes me focus on small things without paying attention to other, more important things; being shy makes it harder for me to open up for help when I need it; being nervous makes it difficult for me to maintain calmness in the face of stressful situations; and sometimes I have seen myself overwhelmed [it expresses not being able to bear the situation]. Being responsible at the work and with my family makes that I prioritize other people over my own health and wellness. [Rural FG in Cuenca].
 




4 Discussion

The study delves into the experiences of the Spanish population regarding their personal aptitudes and health behaviors and conduct, where six main categories are identified that include psychological capacity, physical capacity, physical opportunity, social opportunity, reflective motivation, and automatic motivation. Based on our participants’ narratives, the main findings were related to personal aptitudes and personality traits that influenced psychological capacity and automatic motivation to change (Figure 2). This is relevant for the implementation of campaigns for the promotion and acquisition of healthy behaviors.
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FIGURE 2
 Sankey diagram: Relationship between personal aptitudes, psychological capacity, and automatic motivation. In the Sankey diagram, we can appreciate the co-occurrences of the codes or the relationship between them. Personal aptitudes and personality traits that participants described as tools to motivate change, such as self-determination and resilience, have a stronger relationship with and better self-perception of health and the acquisition of healthy behaviors. The strong relationship between the need for control and both intrinsic and extrinsic motivation is emphasized as a criterion for increased risk for unhealthy behaviors and how automatic urges are directly related to negative aptitudes.


First, we will talk in terms of the capacity for change. Our results found that personal aptitudes such as resilience and personality traits such as self-determination were related to the psychological capacity needed to adopt healthy behaviors, and that the motivation required to maintain them came from intrinsic causes related to optimism and responsibility. Some related studies suggest that personal aptitudes such as extraversion and responsibility can improve people’s psychological capacity and academic performance, which could help in the adaptation of health-promoting behaviors and lead to a higher level of health literacy (47, 48). Other studies support the idea that resilience is closely attached to psychological capacity, as resilience is the ability to adapt positively to adverse or stressful situations (49). In our study, resilience was manifested through positivity, self-efficacy, rationality, and self-awareness as ways to manage stress and maintain good mental health. In conjunction, participants mentioned that practicing sports and seeking professional help were strategies to maintain resilience and mental well-being. In conclusion, the relationship between resilience and psychological capacity has positive results for our participants’ health. However, in contrast, we concluded that stress, anxiety, and the need for control negatively influenced their level of resilience, affecting both capacity and level of motivation in light of change.

In our study, the most common mental challenges in trying to adopt healthy behaviors, according to our participants, included the internal struggle between wanting to change and resisting change associated with acquiring habits and overcoming addictions, making conscious and informed health decisions, and persistent stress in different aspects of their lives. Other studies agree that people use a variety of strategies to maintain motivation and overcome resistance to change, including seeking emotional support, seeking professional help to manage stress and maintain good mental health, and making informed decisions about health (50, 51). Nevertheless, our study showed that these strategies are not feasible for everyone and revealed a lack of mental health support (a shortage of mental health professionals in the public sector and long waits for psychological care). Other studies confirm the importance of promoting the ability to adapt and maintain a positive aptitude in the face of mental and emotional adjustment, which can contribute to better stress management, the maintenance of healthy social relationships, and informed health decision-making (52).

The ability to solve problems, adapt to individual needs, manage time, and plan healthy activities is fundamental to the adoption of healthy habits (53). Several studies focus on the most beneficial health behaviors and advice on how to promote healthy habits, but they do not go into depth in terms of the personal aptitudes and individual capabilities of people, which could help not only to acquire but also to maintain over time the change in healthy behavior (42, 43, 54).

According to the COM-B system, at least two of the three parameters must exist for behavioral change to be possible (capability, motivation, and opportunity). That led us to understand why, in our results, we found a close relationship between psychological capability and automatic motivation (Figure 2). Although in other studies automatic motivation is considered to come exclusively from internal drives and instincts, our results revealed that it was influenced by extrinsic causes, which are mainly related to experiences with family, friends, or role models. Other studies show that poor social relationships (lack of bonding, social support, and social stress) increase cardiovascular risk, particularly with the cumulative impact of social factors, demonstrating the impact of personal relationships on health (55).

It is appropriate to continue to investigate the factors that influence the adoption of healthy behaviors and to distinguish the risk factors from individual and social criteria. Our participants described how they perceived the impact of their social and personal relationships on various aspects of their emotional and physical care. In particular, they emphasized partner and work relationships as influential factors in their health decision-making. Other studies show that positive interpersonal relationships and emotional support are fundamental tools for facing difficulties, especially in people suffering from a chronic illness, which was also evidenced in the well-known effect caused by the COVID-19 confinement stage (56). Other studies have found that the development of healthy relationships and the adequate management of emotional dependence contribute to a better perception of health and greater adherence to treatment (57). A variety of studies find that the implementation of group therapeutic tools, psychological counseling, and training in communication aptitudes and personal conflict resolution are essential to improving people’s quality of life (58, 59).

In terms of opportunity, according to other studies, work overload affects people’s physical opportunity by limiting their capability to engage in healthy behaviors, mainly due to a lack of time as a result of overwork (60, 61). In our study, participants mentioned that work overload prevented them from participating in physical activities or enjoying hobbies, as well as preparing healthier and more elaborate meals. Additionally, it generated stress and exhaustion, which in turn affected people’s capability to maintain an active lifestyle. Some of our results evidenced the lack of physical and cognitive opportunities in patients with chronic illnesses, which produced undesirable effects of the treatment and altered their daily routines. Nonetheless, they also demonstrated coping and adaptation strategies in the face of illness.

Another of our major findings was reflected in the discourse centered on the sexual division of labor (62). Our participants talked about how gender expectations had an impact on care and the acquisition of health behaviors and conduct. Some studies agree with our results, for example, that gender roles affect health decisions related to the distribution of responsibilities in the household and access to health services (63, 64). Our participants pointed out that gender role expectations, namely the assumption that women should assume the care of dependents, were associated with reduced opportunities to access health services and to engage in healthy behaviors such as physical activities and social meetings. Furthermore, it was observed that women may be stigmatized by their partners as having poor emotional control. Finally, through associative imagery dynamics, women were shown to be more concerned about their physical appearance and more involved in activities related to health care, such as practicing yoga, consulting nutritionists, or attending emotional support groups. Other studies reflect the sexual division of labor by showing how gender roles can limit the time and energy available for self-care and health care (65).

Some of our strengths lie in the opportunity to carry out the study in an extended way throughout a large part of the Spanish territory. It is crucial to recognize that in qualitative research, the representativeness of the participants’ discourse is fundamental, not the size of the sample, as emphasized by numerous studies in the field (66, 67, 68). Sample size, considerably larger than in other similar studies (156 participants), is due to purposive and theoretical sampling, which ensured the relevance of the participants’ experiences in relation to the object of study, allowing us to oversaturate the codes, a crucial aspect in qualitative research (Figure 3). The semi-structured interview design also facilitated the deepening of the lived experiences. In summary, we believe that both discursive variability and careful selection of participants were crucial. Even with a smaller number of participants, we would have achieved data saturation in our study. Some of our limitations are based on the breadth of topics to be addressed, as in the case of the determinants of health, which are so broad and coarse that we were unable to cover them all in depth in this article. Another possible difficulty may be having the intention of addressing a variety of dynamics in the FG, as happened in some cases where the moderator felt the need to hurry and interrupt the fluid dialog of the participants, because of the eagerness to complete all the programmed dynamics TSFG (38). On the other hand, although in principle our intention in stratifying the sample by rural and urban areas was to find large differences, the comparison did not obtain more than a few discussions on feeding styles in rural and urban areas, but a large participation in both zones was evident (Figure 3). Finally, aspects to be improved in the field work were revealed for future studies using photo-voice or photo-elicitation. In some cases, the final objective was not achieved with such material because the participants did not focus their speeches on what the images transmitted to them, thinking from their personal experience, but rather limited themselves to describing the image they saw, moving away from the true objective of the dynamics. This could also be connected to the fact that only general training was given to the whole research team, and in some cases, the FG moderators were people who did not attend the training, which became evident when redirecting the participants’ dialogs to the objective of the dynamic.
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FIGURE 3
 Diagram of code analysis document of the categories according to urban and rural area. Code Analysis-document: Comparison of the 17 urban and rural focus groups. Y: represents the number of codified quotes. X: represents category according to area. Grt = Is the number of total coded citations in the 17 focus groups by area. GS = Number of documents compared in each area.




5 Conclusion

In conclusion, the main findings of our research study reveal that personal aptitudes and personality traits can significantly influence the capability and motivation to change to implement a health behavior. Our participants remarked on the importance of personal problem-solving aptitudes, in addition to constantly practicing the search for tools of organization, time management, and planning to include healthy behaviors in their daily routine. They also emphasized the influence of interpersonal relationships on health decisions. In terms of health promotion programs, studies related to personal aptitudes and personality traits related to achieving the effectiveness of behavioral science theories have not yet been widely implemented. Thus, turning to high-quality intervention assessments to identify ways to improve the implementation of health behaviors and conduct that promote self-care is a viable option to recapture the essence of health promotion in the context of primary care.

In future research, it is suggested to carefully select the dynamics to be used in FG, limiting their number to one or a maximum of two per session to allow a more exhaustive exploration of the topics and to take greater advantage of each one. We conclude that the use of written dynamics to encourage the participation of people with introverted aptitudes is positive, since it reduces the social desirability bias. In addition, it is advisable to consult a professional expert in the use of images for behavioral dynamics, in order to generate discussion, ensuring that they are relevant and do not detract from the focus of the study. These recommendations will help to avoid shortcomings in the development of focus groups and will improve the quality of the research.
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Variables Sample Percentages rban population Rural populati
Age
Young adults (18 to
Soyean) 17 10.90% 577% 513%
Middle-aged adults (40 to
Syean 36 23,08% 12,18% 10,90%
Mature adults (> 50 years) 103 6603% 35,26% 3077%
Sexat birth
Male 70 4487% 25,00% 19.87%
Femenino 86 55,13% 2821% 2692%
Level of education

out studies and
e 6 385% 256% 1,28%
Elementary School 23 1795% 769% 10.26%
High School 7 4808% 2821% 19,87%
University / Superior 47 30,13% 14.74% 15,38%
Monthly household income level
No answer 7 449% 0,64% 385%
Less than 500€ 2 1,28% 0,64% 0,64%
From 501 to 1,500€ s 27,56% 1474% 12,820
From 1,501 t0 5,000€ 9% 61,54% 35,26% 26,28%
More than 5,000 8 513% 1.92% 321%
Health status
Excellent 2 16,03% 1154% 449%
Very good 3 21,15% 13,46% 7,69%
Good 56 35,90% 14.74% 21,15%
Regular 2 18,59% 769% 10,90%
Bad 13 833% 577% 256%

*Without studies and others* only 1 participant in the sample did not know how to read or write, but this did not represent a problem for participating in the focus group.
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